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ABSTRACT

The theoretical and empirical literature on post-traumatic stress
disorder in Vietnam era veterans is reviewed, and the problems of the
existing data in this area are discussed.

In order to understand the

effect of combat stress on the personality, 50 combat veterans and 50
noncombat veterans, who were alcohol and/or drug patients at the
Minneapolis Veterans Administration Hospital, were administered the
Minnesota Multiphasic Personality Inventory (MMPI).

The group of

combat veterans were further divided into groups of wounded (N = 15)
and nonwounded (N = 35) veterans with the assumption that the
experience of being wounded is an additional trauma which is not
experienced by all combatants.

Each subject was also administered the

Shipley-Hartford Scale for Measuring Intellectual Impairment (S-H) and
a demographic questionnaire for the purpose of viewing relationships
among combat status, wounded status, MMPI scale scores, intelligence
as measured by S-H, and demographic variables.
No significant relationships were found with regard to MMPI scale
scores and combat status.

Wounded veterans yielded significantly

higher scores on Scale 1 (Hypochondriasis) of the MMPI.

Results

indicated that younger veterans were more impulsive, and tended to be
more socially isolated, alienated, withdrawn, and in more psychological
turmoil than older veterans, suggesting that a cohort effect may
account for the psychological symptoms found in Vietnam era veterans

viii

rather than the experience of combat.

The problem of using only

alcohol and/or drug addicted subjects is discussed, and recommendations
for further research in the area are made.

ix

CHAPTER I

INTRODUCTION AND REVIEW OF THE LITERATURE

The concept of traumatic war neurosis, or combat neurosis, has
been controversial throughout its existence.

During and after the

United States Civil War, Hammond (1883) wrote concerning psychological
reactions to combat experiences.

World War I stimulated Salmon (1919)

to offer observations on the psychological reactions of soldiers to
combat and to make suggestions for treatment, and Freud (1955) offered
several observations after World War I on the traumatic potential of
combat.
Freud (1955, pp. 274-275) wrote,
We apply the word "traumatic" to an experience which within a
short period of time presents the mind with an increase in
stimulus too powerful to be dealt with or worked off in a
normal way, and thus must result in permanent disturbances of
the manner in which the energy operates.
Freud suggested that the stimulus barrier is broken down because of the
intensity of the experience, and the person is overwhelmed.

The person

then, according to Freud, tries by compulsive repetition to overcome
the situation which has been so traumatic for him.

He believed that

combat could cause a neurosis in a "normal" person, or could bring on
neurotic symptoms in a person who was asymptomatic.
Grinker and Spiegel (1945) studied many cases of traumatic war neu
rosis in World War II, and believed that the symptoms of war neurosis
were varied and could consist of restlessness, insomnia, irritability,
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lethargy, recurrent battle or trauma dreams, loss of weight, signs of
sympathetic overactivity, alcoholism, startle reactions, subjective or
objective anxiety and depression, anorexia, abdominal pain, nausea and
vomiting, aggressive and hostile behavior, paranoid reactions, and
mental confusion.

Grinker, again, believed that a traumatic neurosis

could occur either in a healthy person or in one who had a pre-existing
neurosis.
It was surprising when military psychiatrists, of which Bourne
was the most prominent, found an apparent lack of distress among combat
soldiers in Vietnam, and it was noted by Bourne that as compared with
previous wars, psychiatric casualties due to combat were few.

In 1970,

Bourne concluded that the problem of Acute Combat Reaction had been
solved, that we should not expect a recurrence of this problem, and he
and others attempted to explain the apparently negligible incidences
of psychiatric casualties in Vietnam as compared with other wars
(Figley 1978).
Bourne (1970) pointed to the comparative brevity of combat
experience as one parameter explaining the lower incidence of psycho
pathology in Vietnam veterans.

In addition, attempts had been made to

eliminate certain factors which had been held responsible for
psychiatric problems in previous wars through military psychiatric
intervention.

For example, each soldier was sent overseas for only a

limited and specified length of time, and was given a date upon which
he could expect to return (Kormos 1978).

It is pointed out, however,

that this strategy had some negative effects, and served to undermine
unit identification and cohesion (Bourne 1972), a factor which has been
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observed to be one of the most important protections against breakdown
available to the soldier (Kardiner 1947).
Military psychiatrists, of course, could not predict that symptoms
would develop months or years after the traumatic experience of combat
had been over, and in 1974, Shatan estimated that one to one and one
half million men were suffering from postcombat syndrome due to their
experience in Vietnam.

Others, on the basis of clinical experience

with Vietnam veterans, continue to claim that the concept of war
neurosis, or posttraumatic stress disorder as applied to Vietnam
veterans should be eliminated from our diagnostic conceptualization,
and that it is not the combat experience itself that is responsible
for symptom development, but rather a pre-existing personality disorder.
At this point, it will be useful to describe the constellation of
symptoms that constitutes posttraumatic stress disorder according to
some writers based on their clinical observations.
Shatan (1972; 1978) and Lifton (1978) have been the most prolific
writers on the subject of posttraumatic stress disorder in the Vietnam
veteran.

Shatan (1972) describes symptoms of posttraumatic stress

which he observed in 165 veterans participating in Vietnam veteran rap
groups.

Some of the basic themes are described as self-destructive

acts such as automobile accidents and hopeless fights which are
presumed to be the result of extreme feelings of guilt and remorse;
feelings of victimization and paranoid ideation; rage and indiscrim
inate violent acting out; feelings of dehumanization, alienation and
withdrawal from feelings and other people; and emotional constriction,
which can serve as a prophylactic against the possibility of forming
intimate relationships.

Shaton (1978) further notes that veterans
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exhibit difficulty in concentration, exhibit insomnia, restlessness,
nightmares, flashbacks, depression, and impatience with almost any
situation or relationship.
These symptoms, according to Shatan, are the result of "impacted
grief," impacted because the veteran is prevented by brutalization and
fear of emotional expression from making the normal psychobiological
response to bereavement in the face of death.

The situation, accord

ing to Shatan, is then exacerbated by the general lack of moral
acceptance of the Vietnam war as opposed to previous wars in which this
country was involved.

This lack of acceptance by society upon the

veteran's return leads to further denial of his needs, and makes it
even more difficult for him to mourn his losses.

The veteran experi

ences a perceptual dissonance between an outer civilian reality, and
an inner military reality.

In combat, tension is normally released

through killing, but in civilian life after return from combat, there
is no outlet for the tension and grief which must be bottled up and
which eventually lead to symptom development.

The delay of onset of

these symptoms is one of the features of posttraumatic stress disorder
that did not receive very much attention in the past.
Howard (1976) discusses the veteran's extreme sense of deperson
alization, isolation, and the conviction that no one could possibly
understand his experience.

He hotes, as well, that these men

internally harbor an excessive number of destructive and aggressive
thoughts.

The result is a massive repression of affect and a chronic

state of depression and dissatisfaction.

It is the repression of

affect, however, that Howard believes to be the primary feature of posttraumatic stress disorder.

These men must be "derepressed" and must be

5
helped to unlearn the pattern of "tough masculinity" which they have
grown up with, and which the military has intentionally reinforced.
They need the sanction to experience and express "unmanly" emotions
such as tenderness, wonder, gentle love, and passivity.
Haley (1974) stresses that feelings of shame, doubt, guilt, and
fear of violent impulses are the central conflicts in the lives of
Vietnam combat veterans.

She focuses, as well, on the delayed aspect

of this syndrome, and observes that it is after a substantial period
of time which may be experienced as quite peaceful, that many veterans
will suddenly experience recurrent nightmares, flashback phenomena,
painful memories, denial, numbing and emotional constriction.

Accord

ing to Haley (1978), these changes appear to be independent of
premorbid personality characteristics.

The symptom breakthrough is

frequently precipitated by an event that reminds the veteran of his
Vietnam experience, and is often a clue to that aspect of his
experience that is most conflictual.

The delayed stress response

symptoms represent a breakdown of defenses, as well as defenses against
violent impulses and intolerable ideas.
Horowitz and Solomon (1975) explain the delayed onset of psycho
logical symptoms in Vietnam combat veterans as opposed to veterans from
previous wars by pointing out differences between the nature of the
Vietnam war and other wars in which this country was involved.

As

compared with other wars, combat experiences in Vietnam were briefer
and were interrupted by rotations into relatively safe areas.

Because

these rotations affected individual soldiers and not units, group
cohesiveness was undermined, and contributed to feelings of alienation.
Drugs were widely available which encouraged emotional withdrawal.
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Because of the repeated periods of relative safety, it was more possible
for the soldiers to maintain a system of denial and numbing which was
further fostered by the availability of drugs.

After his return to

the United States, the veteran would continue to function well for a
while with the systems of denial and numbing, alienation, compartmentalization, and isolation of experience intact.

It would be only after

the perception of continued safety that defensive operations and coping
mechanisms would be allowed to relax, thereby leading to intrusive
thoughts, impulses, and obvious psychological symptoms.
Van Putten and Emory (1973) report on five Vietnam combat veterans
who were diagnosed as schizophrenic but who exhibited the symptoms of
posttraumatic stress disorder.

The symptomatology of these patients

was characterized by catastrophic dreams, irritability, aggressive
reaction patterns, and paranoid ideation resembling persecutory
delusions.

They point out that the explosive aggressivity, flashbacks

of combat scenes, and phobic elaborations of the world as an unbearably
hostile place have frequently led to misdiagnoses of psychomotor
epilepsy and schizophrenia, and stress the importance of differential
diagnoses for the purpose of appropriate treatment.
Other writers question the existence of posttraumatic stress
disorder as a clinical entity.

Goldsmith and Cretekos (1969) describe

ten Vietnam combat veterans who were hospitalized on a psychiatric ward
of a general army hospital.

They concluded that severe family problems

present before and after the return from Vietnam were the most
important precipitating factors in the breakdown on the field.
Although their patients exhibited anxiety, depression, recurrent night
mares and other symptoms of posttraumatic stress disorder as described
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above, the Vietnam experience was considered minor in the etiology of
their psychological disorders.
Strange (1969) introduces three categories of combat related
conditions, and feels that men with a history of maladaptation to
society are more likely to experience a breakdown of functioning.

He

classifies these men as suffering from "pseudocombat fatigue," implying
that it is the personality disorder rather than the combat experience
which is the important factor.

He defines "combat neurosis" as an

aggravation by combat of a long standing neurotic problem, and he
reserves the term "combat fatigue" for those men who had a good premorbid adjustment and who cracked under extreme stress.
"combat fatigue" represented only 15% of his population.

Cases of
Strange

further suggests that the veteran's psychiatric problems are not
peculiar to his situation, but are characteristic of the psychiatric
problems of modern youth.
While much has been written about the Vietnam experience in recent
years, most of the literature, as described above, has consisted of
case reports and theoretical discussion.

The empirical studies that

have attempted to focus on personality characteristics of Vietnam
combat veterans have been problematic because of the sample comparisons
used, or because they were conducted so soon after return from combat
that the symptoms of posttraumatic stress may not yet have appeared.
Confusion has resulted, with the major areas of contention being
whether the emotional problems that do develop are due to the Vietnam
experience or are due, instead, to pre-military personality character
istics or coping skills.
The adjustment problem of returning Vietnam veterans has been
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studied by Jonathan Borus (1973; 1974).

His data were obtained between

July, 1970 and June, 1971, and involved 577 Army enlisted personnel who
had served in Vietnam and 172 Army enlisted personnel who had served
elsewhere.

Both groups entered the same stateside Army unit, and each

individual was studied on two indexes of maladjustment over a seven
month period of time.

The first index was disciplinary-legal maladjust

ment, and the second was emotional maladjustment as reflected in the
voluntary seeking of professional help at a military mental hygiene
clinic.
His data revealed that 77% of combat veterans, and 74% of non
combat veterans had no disciplinary-legal or emotional adjustment
problems during this seven month period.

Of the 23% of combat veterans

with indexes of maladjustment, a total of 21.5% had been in disciplinarylegal difficulties, and 4.1% had sought help for emotional maladjustment.
Of the 26% of non-combat veterans who showed indexes of maladjustment,
20.3% had disciplinary-legal problems and 9.8% had emotional adjustment
problems.
Borus concludes that since the incidences of maladjustment
problems for those who saw combat were not greater than those who did
not, the assumption must be challenged that Vietnam experiences pro
duced debilitating psychological effects on the majority of returning
veterans.

His data also reflected that only 1.1% of the combat

veterans had such severe adjustment problems that premature discharge
from military service was required.

Since Borus did not include a

period of follow-up after re-entry into civilian life, it cannot be
considered conclusive.
Stenger (1971) conducted a survey to obtain the pooled judgments
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of mental health professionals in more than 200 Veterans Administration
hospitals and clinics, concerning attitudinal and behavioral character
istics of those Vietnam veterans who were receiving health care
services of all types.

This information was rechecked in 1972 by a

large scale study in which 4,155 veterans of all ages and different
periods of military service completed the Interpersonal Style Inventory,
a questionnaire providing data on seventeen distinct attitudinalbehavioral dimensions which, in combination, represent dynamic and
cohesive interpersonal life styles (Lorr & Youniss 1973; Lorr &
Youniss 1973; Peck, Lorr and Stenger 1973).
Both studies indicated that Vietnam veterans were attitudinally
and behaviorally different from earlier veterans in several ways.
Vietnam veterans were significantly more open in the way they approach
life, and had less need to conform to the standards of others to obtain
approval and recognition; they were considerably more outgoing,
impulsive, and attention seeking in their behavior; they were more
resistent to rules and procedures, more distrustful of those in
positions of control and authority, and in this regard were more prone
to express assertiveness and willingness to confront authority,
particularly in defense of their right to be individualistic.
There is some evidence to suggest that, in general, today's youth
have many characteristics and values similar to those attributed to
Vietnam veterans.

Yankelovich (1974) studied 2,516 non-college youth,

176 of whom were Vietnam veterans, and he found that a dramatic shift
occurred away from accepted attitudes in regard to authority and con
formity.

In four years, the proportion believing that patriotism is a

very important value dropped from 60% to 40%; the proportion holding
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that religion is an important value dropped from 64% to 42%; the pro
portion believing that hard work always pays off dropped from 79% to
56%, and the proportion asserting that it is important to lead a clean
and moral life dropped from 77% to 57%.

This sample suggested that the

characteristics and attitudes of Vietnam veterans were generally
comparable to their age peers.

Significant differences between veterans

and nonveterans, however, were found with the veterans having double
the unemployment rate, lower general morale, considerably more pessimism
about the future, and more feelings of estrangement from American
society.

They were also found to be less strict in their moral view

point, and less traditional regarding social and political questions.
Unfortunately, levels of significance were not reported.
Enzie, Sawyer and Montgomery (1973) found no significant differ
ences between Vietnam veterans and a random sample of male undergraduates
on a measure of manifest anxiety.

Carr (1973) compared 75 Vietnam

veterans enrolled in college with nonveteran students, and found no
significant differences with respect to self-concept as measured by the
Tennessee Self-Concept Scale, or on internal versus external locus of
control as measured by the Rotter I-E Scale.

Neither Enzie et al. nor

Carr assessed differences between combat veterans and noncombat
veterans, however, thus shedding no light on the effects of combat
stress on the personality.
Worthington (1977) studied 147 male veterans who had been examined
within twelve months of their release from active duty.

He found no

differences between those veterans who had served in Vietnam and those
who had not with regard to levels of depression, self concept or social
adjustment as measured by the Tennessee Self Concept Scale, the
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Socialization Scale of the California Psychological Inventory, and the
Elmore Scale of Anomie.

Worthington suggests that the relationship

between post-service readjustment problems for Vietnam era veterans and
Army Service may not be valid, and that any post-service adjustment
problems could be attributed to social, educational, or vocational
problems not associated with the military.

Again, however, no compari

son was made between combat and noncombat veterans.

In addition, the

veterans studied had all been assessed within twelve months of their
return from military duty, and no follow-up study was performed to
determine the possibility of delayed onset of symptoms.
Segal and Segal (1976) compared 113 veterans with 124 nonveterans
on 23 attitude items, covering trust in government and isolationism vs.
interventionism.
tudes.

Significant differences were found on only two atti

Not all veterans in this sample were Vietnam veterans, however,

and veterans of different war eras were included in the sample.

No

efforts were made to compare combat with noncombat veterans, and only
thirteen of this sample were Vietnam era veterans.
Panzarella, Mantell and Bridenbaugh (1978) sampled 143 American
soldiers stationed in Germany who had sought the services of an Army
mental health clinic, with 34 of his sample having served at least one
term of duty in Vietnam.

Factor analytic statistical procedures were

performed on responses to two adjective check lists and a psychiatric
symptoms check list.

No differences in psychiatric symptomatology

were found between those who served in Vietnam and those who had not.
The sample used in this study, however, was still in the military,
and no efforts were made to discriminate between those who saw combat
and those who had not.
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Stuen and Solberg (1972) compared a group of 88 psychiatric
patients at a Veterans Administration Hospital with a matched by age
comparison group at a nearby Army base who were in the process of being
discharged.

The veteran group did appear to differ from the pre

veteran group on some of the factors investigated.

The veteran group

measured significantly lower in coping abilities, and had a greater
incidence of alcohol and drug abuse than did the pre-military group.
Because they did not control for pre-military status, however, it is
possible that similar problems could have existed prior to military
service.

Both groups appeared to be experiencing some degree of diffi

culty in most areas that were measured:

relationship with parents;

family mental behavior; family mobility during childhood; dependency
needs; sexual identification; socioeconomic problems; drug use; and
conflicts with wife and/or family.

It seems plausible that veterans

with a history of poor interpersonal adjustment would experience
difficulty during a transition back to civilian life.
In an attempt to distinguish personality characteristics of
veterans from different war eras, Whitmyre and Cohen (1973) studied
Minnesota Multiphasic Personality Inventory (MMPI) records of young
veterans (Y group) who were younger than age 26, middle aged veterans
(M group) between the ages of thirty and forty years, and older
veterans (9 group) between the ages of fifty and sixty years.

All of

the veterans had been inpatients at the Veterans Administration
Hospital in Coatesville, Pa. in 1970-71.

On the basis of the MMPI

profile, each subject was categorized as neurotic, psychotic, or
personality disorder according to a scheme developed by Braatz et al.
(1971).

Their results indicated that, as opposed to the 0 group, the
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Y group had less tendency to internalize and somatize as indicated by
the Hs scale, to direct hostility inward in a discomfort inducing way
as indicated by the D scale, and to be socially introverted and with
drawn as indicated by the Si scale.

In addition, the Y group tended to

endorse significantly more ideas, experiences and beliefs at variance
with culturally approved norms as indicated by the Pd scale, were more
suspicious and projecting as measured by Pa, and tended to reduce
tension by physical activity as measured by Ma.
As contrasted with the M group, the Y group tended to be signifi
cantly less withdrawn and intropunitive as measured by D and Si, and
tended to be more rejecting of cultural values.

In addition, they

found significantly more diagnoses of personality disorder in the Y
group as compared with both the M and 0 groups, and while drug depend
ency was rare in the M and 0 groups, of the 49 personality disorder
diagnoses in the Y group, 30 involved alcoholism.

While personality

differences were found between Vietnam era veterans and other veterans,
it is difficult to know to what these differences should be attributed.
Braatz, Lumry and Wright (1971) suggest cohort effects as a possible
explanation.

In addition, no distinction was made between combat and

noncombat veterans, and it is unclear how many of the 133 "Vietnam era
veterans" actually served in Vietnam.
Lumry, Cedarleaf, Wright and Braatz (1970) compared the clinical
records of 458 psychiatric patients with the records of 48 medical patient
controls, all of whom were under 26 years of age from 1963-1969.

An in

teresting finding is that while 2/3 of the medical control group served
in Vietnam, only 18% of the psychiatric group had served there, and the
MMPI profiles indicated considerably more distress in the psychiatric
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sample.

They suggested, on the basis of their findings, that the

psychiatric disabilities of Vietnam veterans follow a continuous
pattern similar to those found in a civilian practice.

In addition,

they found that almost all of the psychiatrically disabled veterans had
educational, vocational, or social problems of a serious nature prior
to active duty.

They concluded that active military duty is not a

sufficient cause of psychiatric illness, and that the Vietnam experi
ence cannot be blamed for the psychiatric disabilities of these
individuals.

Unfortunately, no significance levels were presented by

the authors.

In addition, the psychiatric sample cannot be said to be

representative of Vietnam era veterans because combat involvement was
not considered and there was no follow-up of the "control group," hence
no way of knowing whether any subsequent psychiatric symptoms developed.
Strayer and Ellenhorn (1975) gave forty Vietnam veterans in depth
interviews, the California F Scale, the Rotter Internal-External Locus
of Control Scale and a sentence completion test.

Their results

indicated that the veteran's perception of the extent of and intensity
of his combat involvement, as well as his participation in atrocities,
were closely related to overall adjustment in civilian life.

They

report that severe depression, hostility and guilt characterized many
of them, and that introception vs. authoritarianism tended to differ
entiate those who withdrew and were apathetic upon return from Vietnam
from those who found employment or schooling and were in favor of the
war effort.

Feelings of hostility, depression and guilt, and a

negative attitude toward the war were closely associated with combat
experience.

The introceptive serviceman who was involved in heavy

combat tended to be apathetic, unemployed and not in favor of the war.
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Severity of adjustment problems was highly correlated with amount of
combat experience, low goal orientation, high hostility, positive
attitudes toward the war protest movement, severe guilt feelings, poor
self concept, high introception, and severe depression.
Horowitz, Wilner, Kaltreider and Alvarez (1980) report data in
support of clinical impressions of the importance and wide prevalence
of episodes of intrusive ideas and feelings, in states of distress
precipitated by serious life events.

Their subjects were 66 patients

at the University of California Medical Center who had suffered a
traumatic event such as rape, death of a significant other, or acci
dents, and had sought treatment between 25 and 136 weeks after the
trauma had occurred.

Data collected were via a number of self rating

scales, as well as ratings by clinicians.

High correlations were found

between the amount of stress experienced, intrusive ideas, and attempts
at avoidance.

The tendency to use avoidance techniques correlated

significantly with the degree of anxiety.

This appears to support the

notion that traumatic events tend to precipitate anxiety reactions as
outlined in the Diagnostic Statistical Manual III.

Their results further

indicated that personality type did not seem to exert strong effects on
the quality or intensity of the response.

The most frequent signs and

symptoms of stress response syndromes were intrusive ideas, and feel
ings that tend to repeat aspects of the experience of the inciting event
and reactions to it.

While this is not a study of the specific trauma

under consideration, this study does seem to lend some experimental
support to the notion that symptoms due to stress may not appear until
years after the traumatic event, and that trauma induced stress can
precipitate similar symptoms, regardless of the premorbid personality
type.
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Freudenberger (1975) studied differences between the Vietnam
veteran addict and the street addict.

He found that the addicted

veteran was brighter, more verbal and less inculcated into the drug
world, and reports that in 1975, 20% of the total drug treatment
population in New York were veterans.

As a clinical staff training

psychologist at the Service, Education, Rehabilitation in Addiction
program in the South Bronx of New York, he expresses his opinion that
the Vietnam combat veteran addict suffers from depressions, rage, and
schizoid insulation, and that drugs and alcohol are abused by these
men as attempts to self medicate and relieve themselves of postVietnam combat symptoms.
In summary, there is some evidence to suggest that Vietnam
veterans are different from veterans of previous war eras and, not
surprisingly, that they are similar to their age peers in many respects.
It would be a mistake, however, to attribute all of the psychological
difficulties and adjustment problems of Vietnam veterans to cohort
variables.

While there is little empirical evidence to support the

notion that the stress of Vietnam combat experience produced psycholgoical symptoms in veterans as described by Shatan (1978) and other
clinicians (Howard 1976; Horowitz et al. 1980), the experimental work
in the area has been frought with problems.

Often, little attention

has been paid to actual combat experience when sampling, and data have
been collected too soon after discharge from the military, so that
the assessment of delayed onset of symptoms is impossible.
The purpose of the present research was to study the personality
differences between Vietnam combat veterans and noncombat veterans as
measured by the Minnesota Multiphasic Personality Inventory.

Some of
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the pitfalls of the research cited above were avoided by collecting
data a period of years following discharge from the military, and by
comparing two groups which were presumed to differ only on the
dimension of combat experience.

In addition, differences that may

exist between wounded and nonwounded combat veterans were assessed,
with the assumption that the experience of being wounded is an addi
tional trauma which is not experienced by all combatants.

It was

predicted that combat veterans would appear generally more disturbed
than noncombat veterans, with more elevated scores on scales F, D, Pd,
Pa, Pt and Sc, thereby reflecting the symptomatology of posttraumatic
stress disorder as described above.

It was further predicted that in

addition to higher elevations on scales Hs and Hy, wounded combat
veterans would appear more psychologically disturbed than combat
veterans who were not wounded, thus reflecting their additional
traumatic stress.

CHAPTER II

METHODOLOGY

Subjects
The subjects were 100 Vietnam era veterans who served in the
United States Armed Forces between 1964 and 1975, and who were
admitted to the Veterans Administration Hospital in Minneapolis between
December, 1978 and May, 1980 for problems with alcohol and/or drug
abuse.

The 100 veterans comprising this sample were randomly selected

from a pool of 102 combat veterans and 120 noncombat veterans and
divided into two groups:

50 combat and 50 noncombat veterans.

All

subjects had been detoxified for a minimum of two weeks prior to their
admission to the hospital.

The group of combat veterans were further

divided into groups of wounded (N = 15) and nonwounded (N = 35)
veterans.

Procedure
Descriptive and demographic data were obtained from an admission
questionnaire which was routinely given to all admitted psychiatric
patients at the Minneapolis Veterans Administration Hospital.

Instruc

tions and administration of the questionnaire were conducted by the
psychology department administrator on an individual basis.

The

Shipley-Hartford Scale for Measuring Intellectual Impairment (S-H),
and the Minnesota Multiphasic Personality Inventory (MMPI) were also
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individually administered to the subjects by the administrator within
the first three days of admission to the hospital.

Data Analysis
Two Multivariate Analyses of Variance were performed in order to
determine whether significant differences existed between combat
veterans and noncombat veterans and between wounded and nonwounded
combat veterans with respect to the thirteen MMPI scales and the demo
graphic variables.

In addition, T-tests were run for each individual

MMPI scale and for each demographic variable, where appropriate, to
test for differences in mean scores between combat and noncombat
veterans and between wounded and nonwounded combat veterans.

A

Canonical Correlation was performed in order to determine which
particular MMPI scales and demographic variables were important in
discriminating among groups.

A Stepwise Regression Analysis was done

for the purpose of viewing the most significant relationships among the
MMPI scales, the demographic variables, combat status and wounded
status.

The raw MMPI scores were used in these analyses but were

converted to T scores for the purpose of viewing the average profile
of each group.

CHAPTER III

RESULTS

As may be seen in Tables 1 and 2, there were no significant dif
ferences between the mean scores of the combat veterans and noncombat
veterans with regard to age, S-H, education, number of months on the
current job, number of marriages, or any of the MMPI clinical scales.
However, the noncombat veterans did score marginally significantly
higher on the Shipley-Hartford (p < .07).

It is important to note that

although the combat and noncombat groups did not differ in regard to
mean age (p <.60), there was a significant difference between the

TABLE 1
DIFFERENCES BETWEEN COMBAT AND NONCOMBAT VETERANS ON
AGE, S-H, EDUCATION, NUMBER OF MONTHS ON THE
CURRENT JOB AND NUMBER OF MARRIAGES

Combat

Noncombat

N

Mean

Sd

T

DF

P

2.0

50

30.3

5.56

.53

98

.60

112.8

8.08

47

116.0

9.08

92

.07

50

12.6

1.79

49

12.5

1.47

.21

97

.83

# Months on
Job

50

15.2

50

22.6

-1.08

98

.29

# Marriages

50

.95

98

.34

N

Mean

Sd

Age

50

30.8

S-H

47

Education

.80

29.7
.76

50

20

.66

38.4
.72

-1.8
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TABLE 2
DIFFERENCES BETWEEN COMBAT AND NONCOMBAT VETERANS
ON THE MMPI CLINICAL SCALES

Combat

Mean

Sd

Mean

Sd

T

Df

P

4.3

2.5

.15

98

.88

F

9.8

7.8

9.5

6.9

.21

98

.84

K

14.4

5.9

15.4

5.4

- .93

98

.36

1

9.4

6.7

7.5

5.7

1.5

98

.13

2

25.4

7.1

25.3

6.5

.06

98

.95

3

25.5

6. 6

24.6

5.3

.77

98

.44

4

24.2

5.4

24.0

5.7

.22

98

.83

5

26.3

4.7

27.3

5.1

-1.10

98

.28

6

13.3

4.2

13.5

4.9

98

•

7

19.4

10.2

18.2

10.9

.60

98

.55

8

20.5

13.0

18.3

12.8

.83

98

.41

9

21.4

5.7

20.0

5.3

1.3

98

.19

0

28.1

10.2

28.8

11.2

- .33

98

.74

vO

i

2.7

•

4.3

oo

L

f—»
00

Scale

Noncombat

variances of those two groups (p < .0001), with the noncombat group
showing more within group variability.

This suggests that age may be

a confounding variable, and that it may be difficult to separate the
effects of age from the effects of combat experience.
Individual chi squares were computed in order to test for differ
ences between combat and noncombat veterans with respect to marital
status, occupation, and branch of service.

As can be seen in Table 3,
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the groups did significantly differ with regard to branch of service
representation, with the combat group being primarily affiliated with
the Army and the noncombat group showing a more equal distribution with
the highest number being affiliated with the Navy (X

2

= 24.06, p < .001).

TABLE 3
MARITAL STATUS, OCCUPATION AND BRANCH OF SERVICE
OF COMBAT AND NONCOMBAT VETERANS

Combat

Noncombat

N

%

N

%

18
15
3
14

36
30
6
28

23
8
5
14

46
16
10
28

MARITAL STATUS
Single
Married
Separated
Divorced

X 2 = 3.24, p < .50

OCCUPATION
Labor
Trade
Profession
Unknown

37
9
4
0

74
18
8
0

27
18
4
1

55
37
8
2
X 2 = 5.56, p < .25

SERVICE BRANCH
Army
Navy
Air Force
Marines

36
3
1
10

72
6
2
20

16
18
8
8

32
36
16
16
X 2 = 24.06, p < .001

The only significant difference between mean MMPI scale scores of
wounded and nonwounded veterans was found on scale 1 (Hypochondriasis)
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(p < .04) with the wounded veterans having higher scores, which suggests
that wounded veterans have considerably more bodily concerns than do
nonwounded veterans.

Tables 4 and 5 present a summary of the analyses

of differences between those two groups on age, S-H scores, education,
number of months on the current job, number of marriages, and the MMPI
clinical scales.

Individual chi squares on marital status, occupation

and branch of service are reported in Table 6.

An interesting finding

is that the wounded group showed significantly greater within group
variability on scale F (p < .0001) and on scale 6 (Paranoia) of the
MMPI (p < .0007), suggesting that within the wounded group there are
considerably more disturbed individuals and less disturbed individuals
than in the nonwounded group.

In addition, with respect to number of

months on the current job, the nonwounded group showed significantly

TABLE 4
DIFFERENCES BETWEEN WOUNDED AND NONWOUNDED COMBAT VETERANS
ON AGE, S-H, EDUCATION, NUMBER OF MONTHS ON
THE CURRENT JOB AND NUMBER OF MARRIAGES

Nonwounded

Age

15

30.5

S-H

13

Education

Sd

2.07

35

30.9

1.98

111.2

7.53

34

113.4

8.30

15

12.8

1.26

35

12.5

1.98

# Months on Job

15

11.6

19.31

35

16.7

33.25

# Marriages

15

.9

35

48

.50

45

.39

.62

48

.54

43

.50

48

.42

00

P

vO

00

00

f

.74

T

VO

.74

Df

•

Mean

•

N

1
00

Sd

1

Mean

o
00

N

M

Wounded
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more within group variation (p < .03).

The results were also suggestive

of nonwounded veterans showing greater within group variability with
regard to education (p < .08).

TABLE 5
DIFFERENCES BETWEEN WOUNDED AND NONWOUNDED COMBAT
VETERANS ON THE MMPI CLINICAL SCALES

Wounded (N = 15)

Scale

Mean

SD

Nonwounded (N = 35)

Mean

Sd

T

Df

P

1.0

48

.30

L

3.7

2.3

4.6

2.9

F

12.9

11.5

8.5

5.1

1.4

48

.18

K

13.0

5.0

15.0

5.8

-1.1

48

.26

1

12.2

8.0

8.1

5.7

2.0

48

.05

2

24.5

7 .2

25.7

7.1

- .55

48

.59

3

25.9

5.3

25.4

7.1

.24

48

.81

4

24.3

5.8

24.2

5.4

.02

48

.98

5

25.9

4.8

26.4

4.7

- .39

48

.70

6

14.1

6.2

12.9

3.0

.71

48

.49

7

20.1

10.5

19.1

10.3

.31

48

.76

8

21.7

15.9

19.9

11.7

.43

48

.67

9

22.7

6.8

20.9

5.2

48

.30

0

29.2

10.8

27.7

10.0

48

.63

-

1.0
.48

The Canonical Correlation Analysis, presented in Table 7, indicates
that MMPI scores, taken as a whole, can be predicted from the combination
of S-H, age, number of times married, combat experience, whether or not
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wounded, and number of years of education (p < .0005).

Specifically,

scales L and 1 correlated highly with S-H and education, with the trend
being that as S-H and education increase, scores on the L scale and
scale 1 of the MMPI tend to decrease.

Neither combat status, nor

wounded status tend to correlate with MMPI variables as indicated by
this analysis.

TABLE 6
MARITAL STATUS, OCCUPATION AND BRANCH OF SERVICE
OF WOUNDED AND NONWOUNDED VETERANS

Wounded

Nonwounded

N

%

N

%

4
4
3
4

27
27
19
27

14
11
0
10

40
31
0
29

MARITAL STATUS
Single
Married
Separated
Divorced

X 2 = 7.61, p < .10

\

OCCUPATION
Labor
Trade
Profession
Unknown

10
3
2
0

67
20
13
0

27
6
2
0

77
17
6
0
X 2 = .96, p < .75

SERVICE BRANCH
Army
Navy
Air Force
Marines

10
2
1
2

67
13
7
13

26
1
0
8

74
3
0
23
X 2 = 4.81, p < .25
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TABLE 7
CANONICAL CORRELATION PREDICTING MMPI SCORES FROM S-H,
AGE, NUMBER OF MARRIAGES, COMBAT EXPERIENCE,
WOUNDED STATUS AND EDUCATION

Standardized Canonical
Coefficients

Standardized Canonical
Coefficients

L

-.72

S-H

.61

F

.01

Age

-.02

K

.25

# Marriages

.33

1

-.85

Combat Exper.

.19

2

.03

Wounded Status

.23

3

.31

Education

.50

4

-.29

5

.13

6

.33

7

.01

8

.04

9

-.17

0

.07

Canonical Correlation = .59
F = 3.28 (Df = 13, 79), P < .0005

Multivariate Analyses of Variance were performed in order to
analyze each variable separately and partial out the effects of the
others.

These results are presented in Tables 8 and 9.

As can be

noted in Table 8, no significant differences between combat veterans
and noncombat veterans were seen with respect to S-H, age, number of
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TABLE 8
MULTIVARIATE ANALYSIS
COMBAT VS. NONCOMBAT

Parameter

b value

T-value

Probability

S-H

.01

1.16

.25

Age

-.01

- .53

.60

L

-.04

-1.17

.25

F

.02

.80

.42

K

.00

.15

.88

1

-.01

- .31

.76

2

.01

.26

.79

3

-.01

- .36

.72

4

-.00

- .03

.98

5

.01

.52

.60

6

.02

.97

.33

7

-.00

- .32

.75

8

-.01

- .81

.42

9

-.00

- .26

.80

0

.00

.33

.74

# Marriages

-.09

- .95

.35

Education

-.04

-1.15

.25

.00

.40

.69

# Months on Job

R = .35, F = .59 (Df = 18, 74), P < .90
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TABLE 9
MULTIVARIATE ANALYSIS
WOUNDED VS. NONWOUNDED

Parameter

b value

T value

Probability

S-H

.00

.34

.74

Age

.04

.96

.34

L

.01

.24

.81

F

- .04

-1.65

.11

K

.00

.11

.91

1

- .03

-1.67

.10

2

- .01

- .22

.82

3

.01

.40

.69

4

.01

.33

.74

5

- .00

- .04

.97

6

.01

.36

.72

7

.01

.34

.74

8

.03

1.29

.21

9

- .01

- .36

.72

0

- .01

- .62

.54

# Marriages

- .15

-1.22

.23

.06

-1.19

.25

5.96

.02

.99

Education
# Months on Job

R = .60, F = .88 (Df = 18, 28), P < .60
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marriages, education or any of the MMPI variables.

While no statisti

cally significant differences were found between wounded and nonwounded
veterans with respect to the above variables, there was some suggestion
that wounded veterans score higher on scale 1 of the MMPI than
nonwounded veterans (p < .10).
A Stepwise Regression Analysis was computed for the purpose of
viewing each MMPI scale independently and assessing which specific
demographic variables significantly related to the particular scales.
As may be seen by reference to Table 10, there was a significant
negative relationship between scale L and S-H, suggesting that veterans
with higher S-H scores have lower scores on scale L (p < .05).
Veterans with more years of education tend to score higher on scale K
(p < .03), and have lower scores on scale 9 (p < .05).

Younger

veterans yield higher scores on scale 4 (p < .04) and on scale 8 (p
< .01) of the MMPI than to older veterans.

Wounded veterans score

higher on scale 1 than nonwounded veterans (p < .006), a finding that
is not surprising given that one would expect more bodily concern in
wounded than in nonwounded individuals.

In addition, the data suggest

that older veterans score higher on scale 7 (p < .07), and that more
intelligent veterans yield higher scores on scale 5 (p < .08).
The average raw scores of the MMPI scales were converted to T
scores for the purpose of constructing MMPI profiles of each group.

The

average profiles of combat and noncombat veterans are illustrated in
Figure 1, and the profiles for wounded and nonwounded veterans are
presented in Figure 2.

The profiles of combat veterans and noncombat

veterans were remarkably similar.

The most elevated scale on both

profiles is scale 4, with T scores of 75.

On both the combat and non
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combat profiles, other scales with T scores of 70 or above are scales
2, 7 and 8, with the combat profile having a slightly more elevated
score on scale 8.

Scores between 60 and 70 can be noted for both

groups on scale F, 1, 3, 5, 6 and 9, with scales F, 3 and 9 between 65
and 70.

TABLE 10
STEPWISE REGRESSION ANALYSIS

Dependent
Variable

Independent
Variable

b

F

P

R

Df

F

P

L

S-H

- .056

3.80

.05

.20

1, 91

3.80

.05

F

Age

- .283

3.67

.06

.20

1, 91

3.67

.06

K

Education

.73

4.70

.03

Age

.24

3.22

.08

.28

2, 90

4.02

.02

S-H

- .18

7.03

.01

Wounded

-2.60

2.29

.13

.29

2, 90

5.42

.006

4

Age

- .29

4.53

.04

.22

1, 91

4.53

.04

5

S-H

.10

2.92

.09

# Marriages

-1.15

2.47

.12

.24

2, 90

2.77

.07

6

Age

- .19

3.42

.07

.19

1, 91

3.42

.07

7

Age

- .49

3.73

.06

.20

1, 91

3.73

.06

8

Age

- .78

6.97

.01

.27

1, 91

6.97

.01

9

Education

- .68

4.08

.05

.21

1, 91

4.08

.05

0

Age

- .40

2.32

.13

.16

1, 91

2.32

.13

1

Substantially more difference can be noted between the profiles of
the wounded and nonwounded veterans with the nonwounded profile more
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closely resembling the profiles of the combat and noncombat groups.

The

average wounded profile yielded T scores of 70 or above on scales F,
1, 2, 4, 7, 8 and 9.

Scores between 60 and 70 are noted on scales 3,

5, and 6, with scales 3 and 6 between 65 and 70.

The average non-

wounded profile shows T scores of above 70 on scales 2, 4, 7 and 8,
and scores between 60 and 70 on scales 1, 3, 4, 6 and 9.

Scales 3,

6 and 9 are between 65 and 70.
In summary, no significant differences between combat and non
combat veterans were found on any of the variables considered.

There

was some suggestion, however, that combat veterans scored higher on
scale 8 than did noncombat veterans, although the difference was not
statistically significant.

Noncombat veterans, however, do show

significantly greater within group variability with respect to age.

It

is important to consider that these differences between within group
variance may serve as a confounding variable.

The only difference

noted between wounded and nonwounded combat veterans was that wounded
combat veterans scored significantly higher on scale 1 than nonwounded
combat veterans.

Scales L and 1 tended to decrease as S-H and education

increased, and veterans with more education tended to have higher
scores on scale K and lower scores on scale 9.

In addition, younger

veterans scored significantly higher on scales 4 and 8 of the MMPI than
did older veterans.

CHAPTER IV

DISCUSSION

These findings fail to support the contention that combat in
Vietnam is a factor that produces serious psychological problems.

The

MMPI profiles of the combat and noncombat veterans are, in fact,
remarkably similar with the highest score for both groups being on
scale 4 (Psychopathic Deviate).

Interestingly, data presented by

Graham (1978) indicates that there is a very strong psychopathic
element in the MMPI profiles of alcoholics and that scale 4 is often
elevated in this population.

It seems likely that the MMPI profiles

of the combat and noncombat groups reflect a personality profile of the
alcohol or drug addicted Vietnam veteran regardless of whether or not
he served in combat.
As would be expected, the wounded combat veterans demonstrated
considerably more bodily concerns than did the nonwounded veterans,
perhaps reflecting a realistic approach to their physical problems
rather than hypochondriasis.

Other findings which might be expected

pertain to the relationship between certain MMPI variables and demo
graphic characteristics.

As has been found in the general population,

brighter and more educated subjects received lower scores on scale L
and higher scores on scale K, reflecting a higher degree of sophisti
cation (Graham 1978).

Along the same line, brighter veterans, as

measured by the Shipley-Hartford, scored higher on scale 5, a finding
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which has also been generally seen in the population at large (Graham
1978).
Here, it is important to note that there was significantly more
variation with respect to age among the noncombat veterans and that
this may have served as a confounding variable, making it difficult to
separate the effect of age from the effect of combat experience.
Younger veterans were more impulsive, and tended to be more socially
isolated, alienated, withdrawn, and in more general turmoil than older
veterans, as indicated by scales 4 and 8 of the MMPI, and this tendency
for scales 4 and 8 to decrease with age appears to be found in the
general population (Graham 1978).

This finding is supportive of

Braatz et al. (1971) contention that it is a cohort effect rather than
the Vietnam military experience itself that may account for the psycho
logical symptomatology in Vietnam era veterans.

Older veterans, on

the other hand, tended to score higher on scale 7, suggesting
heightened anxiety, obsessiveness, and rigidity.
While no significant difference between the personality profiles
of
combat veterans and noncombat veterans was noted, the MMPI indicated
\.
symptomatology which may be consistent with posttraumatic stress
disorder in both groups (Shatan 1978).

The elevation on scale F

suggests deviant social or political convictions, dissatisfaction and
restlessness and may indicate the manifestation of a clinically severe
neurotic or psychotic condition.

A tendency toward pessimism, agita

tion, and avoidance of interpersonal involvement as indicated by
elevated scores on scale 2 (Depression) and scale 3 (Hysteria) suggests
psychological immaturity and egocentricity.

The most elevated scale

for both combat and noncombat groups was scale 4 (Psychopathic Deviate)
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suggesting impulsivity, difficulty incorporating the values and
standards of society, the need for immediate gratification of impulses,
excessive use of alcohol and/or drugs, poor work history, poor judg
ment, marital maladjustment, rebelliousness and shallow relationships.
In addition, the elevation on scale 6 (Paranoia) indicates
suspiciousness, excessive rationalization, a tendency to blame others
for difficulties one is experiencing, and the feeling that one is being
treated unfairly.

Considerable turmoil and psychological discomfort,

anxiety and agitation, and overreactivity to stress are indicated by
elevation on scale 7 (Psychasthenia).

Scale 8 (Schizophrenia) elevation

suggests individuals who feel separate and isolated from their social
environments, as well as alienated and misunderstood.

Such individuals

are also withdrawn and secretive, and avoid close interpersonal contact.
Consistent with posttraumatic stress symptomatology is also the
likelihood of episodes of irritability, hostility and aggressive
outbursts, boredom, agitation, proneness toward worrying and a low
frustration tolerance as suggested by an elevation on scale 9 (Mania).
While it can be noted that the social withdrawal, depression,
impulsive acting out, self destructive behavior, paranoid ideation and
psychological turmoil and discomfort which are seen in these subjects
have also been referred to as symptoms of posttraumatic stress disorder
in combat veterans (Shatan 1978; Figley 1978), it must be pointed out
that it is impossible, in the present study, to separate the effects
of alcohol addiction or its predisposing factors from the effects of
having served in the military during the Vietnam era.

While it is

possible, then, that the experience of having served in the military
during the Vietnam era and then returning to an unsupportive and
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hostile environment may be responsible for the psychological problems
experienced by these veterans, it is also likely that non-veteran
alcohol and/or drug abusers would have produced similar profiles.
Unfortunately, a well controlled study of the MMPI scores produced by
veteran and civilian alcohol/drug abusers has not been done, and it
would be useful in order to better understand these data.
In summary, this study is unable to support the notion that the
stress produced by combat experience leads to the constellation of
symptoms which is said to comprise posttraumatic stress disorder.

No

significant differences between combat and noncombat veterans were
found on any of the MMPI variables.

While it has been asserted that

the experience of having served in the military during the Vietnam era
could be considered sufficient for symptom development regardless of
combat experience (Figley 1978), there is a hopeless confounding in the
present study between military experience during the Vietnam era and
alcohol and/or drug abuse.

A control group of civilian alcohol and/or

drug abusers and/or Vietnam veteran non-substance abusers would have
allowed for more definitive conclusions.
served as a confounding variable.

In addition, age may have

Significantly greater within group

variability was found for the noncombat group, and it is possible that
differences would have emerged had age been controlled when the data
was collected.
Further research in this area is indicated with samples which are
larger and which are drawn from a more general population of Vietnam
era veterans.

Future studies will need to control for age, and if

possible, attention should be paid to premilitary levels of adjustment.
In addition, it would be useful to obtain data concerning the number of
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months of combat experienced by each veteran, as well as the amount of
time which has elapsed since the experience of combat in order to
better understand the effect of combat stress on the personality.
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